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Page 5

Level of Care criteria for ventilator-dependent care is described in Appendix 4 of Attachment 3.1-

A.

2.a. Outpatient Hospital Services

All medical services performed must be medically necessary and may not be experimental in
nature. Medical necessity is determined by generally accepted North Carolina community practice
standards as verified by independent Medicaid consultants.

(1)

2

(3

C))

TN No. 02-02
Supersedes
TN No. 00-12

Prior approval shall be required for each psychiatric outpatient visit after the eighth visit
for recipients 21 years and over. The twenty-four (24) visit limitation per year does not
apply to recipients 21 years and over receiving mental health services subject to
utilization review. Approval will be based on medical necessity.

Prior approval shall be required for each psychiatric hospital outpatient visit after the 26"
visit for recipients under age 21.

Routine physical examinations and immupnizations are covered under Adult Health
Screening and under Early Periodic Screening Diagnosis and Treatment (EPSDT).

“Take home drugs”, medical supplies, equipment and appliances are not covered, except

for small quantities of medical supplies, legend drugs or insulin needed by the patient
until such time as the patient can obtain a continuing supply.
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